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of appropriate voluntary movements. Thus it is explained how patients 
with extended anaesthesia of extremities may walk well. \ ress one’s hand 
or hold some object in their hands, if they perform these actions with 
open eyes, that is by help of visual impre>sious, while with the eyes closed 
their gait becomes disturbed, they fall easily, they let the object fall 
from their hands, etc. ONUF. 

PATHOLOGICAL. 

Crossed Hemiansesthesia and Hemiparaplegia ( Syndrome 
de Brown-Sequard) From Medullary Concussion. —Reynes 
(Gazette des Hopitaux , March 26. 1895), from a study of this subject 
comes to the conclusions that—1. Medullary concussion by causing 
unilateral lesions (hematomyelie ?) can give rise to the syndrome of 
Brown Sequard. 2.' Medullary concussion can cause a dilatation of the 
iris. 3. The points of origin of the great sympathetic are in the dorso- 
lumbar medulla. FREEMAN. 

CLINICAL. 

The Differential Diagnosis of Traumatic Intracranial 
lesions. —Charles Phelps (IV. Y. Med. Journal, November 10, Decem¬ 
ber 8, 15, 22, 29, 1894, and January 5 and 12, 1895. 

After an exhaustive and critical consideration of the above subject 
from a practical point of view, the author summarizes his conclusions as 
follows : 

Haemorrhages,—The morbid conditions which may directly result 
from traumatic intracranial haemorrhages are : an abnormal tempera¬ 
ture, a complete or partial loss of consciousness, a change in the char¬ 
acter or frequency of the pulse or respiration, a disturbance or abroga¬ 
tion of muscular function, and an irregularity of the pupils These con¬ 
ditions are subject to complication, modification, or supersedure by the 
symptoms of coexistent lesions. 

A continued subnormal temperature is characteristic of large and 
comparatively uncomplicated haemorrhages, and as these are more fre¬ 
quently of epidural character, it may be regarded as to a certain extent 
diagnostic of the variety as well as of the class. The absence of symp¬ 
toms indicative of parenchymatous injury will be confirmatory of the 
opinion that an existent haemorrhage is derived from the epidural 
vessels Associated symptoms of diffused contusion suggest a pial, and 
those of laceration a cortical, haemorrhage. In the majority of cases the 
primary record of temperature is from 99 0 to 99 0 +, and in any case in 
which, then or afterward, it exceeds ioi° -)-, or probably ioo°, the eleva¬ 
tion is due to an associated lesion. It follows that in pial or cortical 
haemorrhages the temperature has a higher range than in those of epi¬ 
dural origin, and is proportionate to the extent and importance of the 
complication. The bilateral variation to which the axilary tempera¬ 
tures are subject is not peculiar to this result of injury . 

The primary unconsciousness which is of frequent occurrence in 
cases of haemorrhage is a symptom of complicating general contusion ; 
the secondary unconsciousness, due to the loss as well as the pressure of 
blood effused, follows with or without an interval of restored conscious¬ 
ness, dependent upon the severity of the diffused injury of the parench¬ 
yma and the rapidity of the haemorrhagic effusion, and is partial or com¬ 
plete in proportion to its amount. Consciousness is always lost in fatal 
cases ; it is retained in fifty per cent, and more in recovering cases, even 
in those demanding operation. 

The character and frequency of the pulse have no definite relation 
to the form, location, or amount of haemorrhage. The pulse may be 
normal, slow, or frequent in large extravasations wherever situated ; but 
frequency is of so much more usual occurrence in haemorrhage than in 
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other intracranial lesions that when noted it may be considered fairly 
diagnostic, with the numerical probabilities in favor of its epidural char¬ 
acter. The bilateral variation in the force and fullness of the arterial 
pulsations is common to haemorrhages and to injuries of the brain sub¬ 
stance. and of importance, therefore, only in general diagnosis. 

An alteration in the character or frequency of respiration is almost 
invariable in fatal cases in which haemorrhage is an approximately iso¬ 
lated lesion. When the effusion is upon theconvex surface'of the brain, 
respiration is usually frequent and often sterte rous; when at the base 
posteriorly, it may be frequent with cyanosis, or, if pressure is made 
upon the medulla, it becomes progressively slow er until it ceases alto¬ 
gether, though cardiac and arterial pulsation may still continue. In 
recovering cases it is habitually unchanged. In complicated or mixed 
cases it, like the pulse, perhaps as a resultant of opposing forces, very 
generally remains normal; and if abnormal it is more likely to be ster¬ 
torous than unduly slow or frequent. 

General or local paralysis and disordered muscular action may be 
direct symptoms of haemorrhage compressing or irritating recognized 
centres of muscular control; tetanic spasm is not infrequent, but clonic 
contraction are of rare occurrence, except as the result of an associated 
lesion 

The pupillary condition usually suffers some change, but none 
which is characteristic. Every possible combination of contraction, 
dilatation, and normal condition, with the single exception that contrac¬ 
tion of one pupil never occurs without some change in its fellow, is asso¬ 
ciated with every variety and situation of hemorrhage. Dilatation in 
some combination is more commonly observed than contraction, but not 
more frequently upon the side of the effusion than upon the opposite ; 
and not more characteristically with one t\pe of haemorrhage than with 
another. In complicated haemorrhages dilatation of both pupils is more 
common, and the effusion is more frequently bilateral than in the more 
nearly simple ea s es ; and in unilateral dilatation is more likely to be on 
the corresponding side. A normal condition of the pupils is compatible 
with every variety of haemorrhage wherever situated, whether simple or 
complicated. 

Sensory disturbances, as delirium or irritability, are not symptoms 
of haemorrhage, and when they occur are to be ragarded as indicative of 
an accompanying lesion of the parenchyma. 

Subarachnoid Serous Transudation. The serous transudation from 
the pial vessels which occasionally results from meningeal contusion can 
not be connected with symptomatic conditions. 

Arachnitis is either a"uleor subacute in form, and is typically caused 
by a diffused meningeal contusion, though exceptionally propagated 
from a point of localized injury. It is sometimes an immediate result of 
the meningeal lesion and it may be insidious in its inception and pro¬ 
gress, bht its beginning is usually late and is sharply defined. Its 
invasion is likely to be marked by a distinct and rather sudden elevation 
of temperature and an evident change irf the general condition of the 
patient. The subsequent course of temperature is erratic, and the char¬ 
acteristic symptoms are those of cortical irritation. The pupils are 
oftener normal than otherwise, and changes in the characters of the 
pulse and respiration are slight. The form of the effusion is not neces¬ 
sarily reflected in the course and nature of the symptoms. The question 
of infection is uncertain. 

General contusion is a constant complication of all other forms of 
intracranial injury, but rarely occurs as an isolated lesion of fatal sever¬ 
ity. Its symptoms are irregular in their development, course, and termi¬ 
nation, and indefinite in their mutual relation. This lack < f conformity 
to any classical rule is due to the comprehensiveness of the lesion, its 
regional variations, and the fluctuations which occur from time to time 
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in the distribution of the movable fluids upon -which its manifestations 
mainly depend. A loss of consciousness, at some time and in some 
degree, is more nearly constant than any other individual symptom, and 
the conditions of temperature are more uniform than any of the other 
phenomena which it occasions. The temperature is not likely to be sub¬ 
normal at the time of earliest observation, nor to exceed 99° + ; its sub¬ 
sequent course in cases of intensity is progressive, with few recessions, 
and ultimately reaches elevations of high degree. 

Primary or early delirium, like primary unconsciousness, in both 
simple and complicated cases is to be ascribed solely to the influence of 
this lesion. The diagnosis must largely depend upon the recognition of 
the fact of intracranial injury, and upon the further possibility of exclud¬ 
ing its other varieties, or, if they exist, of segregating the effects which 
they produce from a distinct remainder of symptoms. 

Limited contusion is comparatively infrequent, and when it occurs 
in scattered areas through the centrum ovale, is not distinguishable 
from the general form of the same lesion ; when it is cortical, it differs 
from laceration only in the extent of injury done to tissue ; and symp¬ 
toms, if they result, differ only in degree. It is, therefore, practically 
impossible to diagnosticate it from those lesions in their mitigated form. 

Laceration is almost, if not quite, invariably complicated by a con¬ 
comitant general contusion and by a resultant haemorrhage. The 
primary loss of consciousness, and the delirium of some grade or char¬ 
acter which often precedes or follows its restoration, are attributable to 
the attendant general contusion. In trivia] cases there may be no 
secondary symptoms which indicate the fact of laceration. The primary' 
unconsciousness may be replaced by a condition of lethargy or blunted 
perception, passing through somnolence into coma and death. The pri¬ 
mary stage is most frequently succeeded by mental aberration or decad¬ 
ence, which may terminate in recovery, permanent dementia, or death. 
In exceptional instances consciousness may remain unimpaired, with 
extensive laceration of even fatal import. There is no necessary relation 
between the gravity or simplicity of the early psychic symptoms and the 
outcome of the case. 

The temperature is higher than in any other form of intracranial 
injury, and, in cases destined to an early fatal termination, is character¬ 
ized by a rapid and progressive increase, which sometimes continues for 
a certain time after death has occurred. 

An irritability or abuormal sensitiveness to external impressions, 
often noticeable even after the supervention of final unconsciousness, 
and wanting in cases of haemorrhage or contusion, is of frequent occur¬ 
rence. 

Convulsions, especially in implications of the frontal or temporo- 
sphenoidal lobes, are frequent in fatal cases, and so infrequent in the 
history of other lesions that they may be regarded as characteristic. The 
presumption that they are occasioned by laceration rather .than by 
haemorrhage is strengthened by a previous high temperature. 

The loss of faecal and urinary control is common to all extensive 
lacerations without reference to the abrogation of consciousness or of 
muscular power. It rarely follows other forms of intracranial injury and 
is very nearly pathoguomonic. The urinary and faecal discharges may 
be either unconscious or involuntary, or they may be the result of the 
patient’s indifference to his surroundings. There are no demonstrated 
centres of control. 

Paralyses are so much oftener the result of other lesions that they 
are of service only in determining the location of a laceration the exist¬ 
ence of which has been already predicated upon more positive manifes¬ 
tations. 

The pupillary changes have no greater diagnostic value than in 
haemorrhages ; the pupils are, in fact, normal in a much larger propor¬ 
tion of cases. 
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The characters of the pulse and respiration are habitually unchanged 
unless modified by the existence of complications. The contrast afforded 
by their substantially normal condition in an environment of pathic 
phenomena gives them the highest diagnostic value which they possess 
in this particular relation. 

The bilateral variation in axillary temperatures and in the force and 
fullness of arterial pulsation, already noted as of unknown origin and 
referred to general diagnosis, is common to all forms of intracranial 
injury. 

The manifestations of psychic disturbance are confined to cases in 
which the frontal lobes are implicated, but this implication is so constant 
as to make them practically symptoms of laceration in general. The 
other special symptoms w hich localize the seat of laceration has been 
already summarized. 

The phenomena as indicated which directly point to laceration may 
be enumerated as certain peculiarities of temperature, psychic disturb¬ 
ances, loss of faecal and urinary control, and clonic convulsions. 

Pyogenic parenchymatous inflammation is infrequent, and is of 
limited form, except when caused by the intrusion of a foreign body. 
Direct laceration and infection through the medium of compound frac¬ 
ture affords no question of diagnosis and is excluded from consideration. 

The predisposing cause of traumatic central abscess is limited contu¬ 
sion ; the exciting cause is supposed to be the admission of a pyogenic 
germ from some source external to the body. Though this supposition 
as to the source of infection may be correct, the further proposition that 
a route of entrance is always afforded by a superficial wound of the head 
is erroneous. Cases have occurred and are recorded in which no such 
wound existed. 

The number of instances in which the histories of these limited 
pyogenic processes have been carefully observed or recorded is insufficient 
for the formulation of rules for diagnosis. The two cases which I have 
presented, and a third which I have noted, are in evidence of their uncer¬ 
tain symptomatology. 

These conclusions are derived solely from the analysis of the cases 
which I have detailed, and are stated in as positive terms as the limited 
number of observations made will warrant. The series of cases presented, 
if insufficient to afford a basis for statistical inference, is yet so extendedl 
that the generalizations which it justifies are entitled to credence unti 
controverted by results obtained from the study of a very much larger 
number of cases subjected to equally careful examination. It may be 
questioned whether deductions made, as in this instance, from the com¬ 
parison of some hundreds of cases are likely to be materially changed by 
any subsequent multiplication of their number. 

Symptoms are so diversified, their combinations so varied, and their 
continuance is sometimes so brief, that constantly careful observation 
and equally careful record are essential to thorough comprehension of 
intracranial injuries. If there are few symptoms which are intrinsically 
pathognomonic, there are many which by mutual relations of time and 
circumstance assume a pathognomonic character 

The possible multiplicity of lesions must be recognized, the relative 
as well as the absolute value of symptoms estimated, and if necessary 
some interval of time afforded for the development of the pathic condi¬ 
tion ; diagnosis becomes then neither more difficult nor more uncertain 
than in a majority of grave traumatic or idiopathic lesions. J. C. 

Trional as an Hypnotic. —Steiner ( Deutsche. Med. Wochenschr , 
No. 13, 1895). The writer says, while, doubtless, the physician should 
preserve an attitude of reserve towards the many so called new rem¬ 
edies in the market, since business interests often overshadow their true 
value, it must be conceded that many a valuable remedy remains 
unused, because it has not been subjected to a thorough course of expert- 



